Dr Andrew G Doughty (Kingston Hospital, Kingston upon Thames, Surrey) The Problem -Its Identification and Its Solution It was in 1942 that Hingson & Edwards in America reported on the use of continuous epidural analgesia by the caudal route. Despite its enormous popularity in the United States, the extensive use of the technique in this country now appears to be confined to obstetricians practising or trained in Oxford and the method has been largely ignored by anwsthetists. Continuous lumbar epidural analgesia was described as long ago as 1949 by Flowers and his colleagues but, on this side of the Atlantic, the practice of the technique has been limited to a few centres where local individual enterprise has been able to overcome the undoubted obstacles in the path of establishing a service. The recent increase of interest may be traced to two factors. First, there was the considerable press publicity in 1968 at the time of the 4th World Congress of Anmsthesiologists in London. Public demand was stimulated by banner newspaper headlines advertising 'painless childbirth at last' followed by articles in women's magazines and by programmes on radio and television. The second factor was the decision of the Central Midwives Board in 1970 to permit midwives, subject to certain safeguards, to give the topping-up doses of local anesthetic once the catheter had been safely sited in the epidural space by a doctor. In the face of this increasing demand, what then is the problem? Here we have a method of relieving pain in labour which far outstrips any other in efficacy, elegance and satisfaction to the mother, and yet we are far from establishing epidural analgesia in all the major maternity units of the National Health Service. In some, the obstetricians would like to see the service established but the anmsthetists are unable to find the time or the inclination to supply it. In some, the anxesthetists are able to offer the service but their obstetric colleagues are unconvinced of its value or perhaps of its safety, while in other units local opinion is satisfied with the existing methods of pain relief and sees no reason for any change, particularly if it implies an increase in the work of a busy department. In the current climate of opinion one must admit that this last attitude is fast losing ground. One feels that obstetricians are beginning to recognize that other benefits may accrue from epidural analgesia quite apart from pain relief, and that anesthetists are coming to the conclusion that somehow or other this service has to be supplied. Even so, fear of serious complications may tend to act as a deterrent. There has been a persistent suspicion that epidural analgesia may be responsible for neurological damage following parturition. Nevertheless, those with most experience in the technique insist that the risks are minimal provided the analgesia is managed with close attention to all the necessary precautions. It should not be forgotten that even normal labour without epidural analgesia may be followed by neurological damage. Bladder disturbances, lumbosciatic pain and foot-drop are recognized as not uncommon sequelk of both normal and operative delivery. One should therefore keep an open mind as to whether epidural analgesia does or does not add to these risks. Certainly anwsthetists have not been deterred by the rare but serious complications of the various drugs and techniques used in general anasthesia. They are well recognized and the necessary precautions are taken.
There is no settled view as to what circumstances indicate epidural analgesia. There is an opinion that complete relief of pain in labour is not a justifiable end in itself but may be a welcome by-product of an epidural given for some obstetric advantage. A striking example of this was a series of 26 127 epidural blocks cited by Hellman (1965) . He stressed the importance of the con-stant attendance of an anesthetist in the delivery suite so that the epidural could be given at the optimum time in labour, namely, fifteen minutes before the expected time of delivery! Occasionally the epidural would be given earlier if requested by the obstetrician. The main purpose of the procedure was to avoid the hazards of general anesthesia.
In this country the more incontrovertible indications are: pre-eclamptic toxmmia; slow, painful labour with obstetric abnormalities; cardiac and respiratory disease; premature or high-risk foetus; trial of labour in the presence of a small degree of cephalopelvic disproportion; and the total failure of conventional analgesia in normal labour. It is a safe alternative to general anmsthesia for operative vaginal delivery particularly when the stomach is known to be full. With these indications one may expect about 15 % of mothers in a hospital maternity department to be delivered under epidural analgesia. The more controversial indications arise where the mother herself asks to have an epidural, either fearing a repetition of a previous painful labour or simply electing to have a pain-free first labour. In the maternity department of my own hospital all these indications are freely accepted. This policy results in epidurals being given in 30 % of labours and without swamping the anmsthetic service. Furthermore this has been achieved without any increase in staffing as it represents an average of only two epidurals a day. This figure may be critical; fewer epidurals could be insufficient to give all anmsthetists in the hospital the practice needed to do them swiftly, safely and efficiently while a higher frequency of demand could overburden the staffing resources of the department.
In some hospitals epidural analgesia has become the accepted method of pain relief. This might entail its application to 60-70% of mothers and would demand the services of an anesthetist exclusively allocated to the obstetric department. However, one should not forget that some women still find the conventional methods of pain relief effective and may wish to bear some pain in labour as long as it does not become excessive.
It is all very well to call for a wider use of epidural analgesia but we still have to consider how this may be done. It is often said there is an absolute shortage of anesthetists. I would put it another waythere is an absolute shortage of epiduralists. The technique should fall naturally within the competence of the anesthetist and yet there must be many consultant an2sthetists practising in this country who could not guarantee reliably to place a local anwsthetic into the epidural space. As the experience at Oxford has shown, epidural analgesia, at least by the caudal route, need not necessarily be carried out by antesthetists. It is a sad comment on our specialty that there are departments where epidural block is regularly performed in the operating theatre for gyntecological and urological surgery while tie same skill is not applied in the labour wards of the same hospital. Antesthesia in the operating theatre can be managed without epidural techniques; there is therefore no obligation on teaching departments to include this in their training syllabus. All too often an epidural service to the labour wards is left to an individual enthusiast who may be but a temporary member of a department. Of course, the present lack of training facilities could be countered if only the centres where the technique is practised would open their doors to those wishing to learn. The necessary skill is not difficult to attain and can be taught to anyone with reasonable aptitude in a short time.
I cannot over-emphasize the importance of a sufficient frequency of demand for an epidural in the labour ward so that each and every aniesthetist in a department can obtain sufficient training and practice to be able to carry it out safely and quickly in the individual case. It can then be regarded as just another routine anesthetic given by the anesthetist who happens to be on call.
The real problem is the considerable effort required to organize, standardize and maintain the epidural technique and equipment in a maternity department, and to instruct the midwives in the routine care of the patient and in the procedure for carrying out the topping up. If individual obstetricians and aniesthetists feel that the effort is worth while then the solution to the problem lies in their hands.
It may be appropriate to conclude with the words of James Young Simpson who, in 1847, encountered considerable opposition to his advocacy of the inhalation of ether and chloroform in childbirth: ' The question which I have been repeatedly asked is thiswill we ever be "justified" in using the vapour of ether to assuage the pains of natural labour? ... I believe that the question will require to be quite changed in its character. For, instead of determining ... whether we shall be "justified" in using this agent ... it will become, on the other hand, necessary to determine whether on any grounds, moral or medical, a professional man could deem himself "justified" in withholding, and not using any such safe means ... of assuaging the pangs and anguish ... which accompany the termination of natural parturition in the human mother.'
